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Q 000 INITIAL COMMENTS Q 000

 This visit was for the investigation of a Federal 

complaint of an unaccredited facility.

Complaint:  IN00129191

Unsubstantiated, lack of sufficient evidence.

Date of Survey:  06-12-13

Facility number:  003073

Surveyor:  

John Lee, R.N.

Public Health Nurse Surveyor

South Central Surgery Center is in compliance 

with 42 CFR 416.57, Infection Control, 

Requirements for Ambulatory Surgery Centers.

QA:  claughlin 06/13/13
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